There is clearly a need for novel approaches to obesity and its management. This has been addressed by the Czech Society for the Study of Obesity, which established a multi-level obesity management network in response to the increasing prevalence of obesity in the Czech Republic. This network includes obesity management centres attached to major teaching hospitals, combined with input from obesity specialists, other specialists, primary healthcare physicians and weight reduction groups. Such an obesity management system aims to provide appropriate diagnostic and treatment facilities for various degrees of obesity throughout the country. The proposed density of the obesity management network takes into account the limited resources in the healthcare system. The network is designed to overcome the current poor level of understanding of obesity and the lack of time and ®nancial resources which have been the most signi®cant barriers to more involvement of primary care physicians in obesity management. In order to implement this system, a comprehensive education programme on obesity was initiated with postgraduate courses for obesity specialists and with training for counsellors of weight reduction groups.
Prevention and management of the global epidemic of obesity
According to a World Health Organisation (WHO) report, obesity is rising to epidemic proportions in both developed and developing countries around the world. 1 In order to prevent further increases in the prevalence of obesity, national prevention programmes are required which should involve both government organisations and the individual. Such programmes should employ a wide range of approaches including educational initiatives and local community activities. Organisations such as the healthcare system, food manufacturing and distributing companies, agricultural agencies, the media and organisations providing leisure activities should also be involved.
The implementation of effective measures for obesity prevention should be tackled by society as a whole. In contrast, effective obesity management depends in particular on healthcare providers who need unambiguous support from the government and healthcare authorities for effective implementation of the obesity management programme. However, weight management programmes have frequently encountered obstacles, which have prevented their effective implementation.
Obstacles to effective implementation of obesity management programmes
There are many obstacles to the implementation of effective obesity management programmes. Firstly, although obesity is a serious health problem, the prevalence and burden of obesity has been underestimated not only by the general public and health policy makers but also by healthcare providers. For example, despite the high prevalence of obesity in Germany, an analysis of health insurance data revealed that obesity was documented in a very small percentage of medical records in out-patient clinics. 2 A poor understanding of obesity among physicians represents the most important obstacle to the implementation of effective measures for obesity management. 3 Many physicians see their obese patients as weak-willed, ugly and awkward. 4 Due to their poor understanding of the pathogenesis of obesity, many physicians accept a simplistic view of obesity as being a result of overeating. This adversely affects their management of patients. A consultation with an obese patient should include a precise analysis of eating patterns and physical activity, and psychological assessment, as well as taking a traditional medical history. 5, 6 Time-intensive diagnostic and therapeutic strategies as well as inadequate ®nancial resources for covering the costs of obesity management discourage primary care physicians from managing obese patients. 3 Attitudes towards obesity management are signi®cantly in¯uenced by the discouraging experience with long-term weight loss maintenance as well as by the unrealistic expectations of both patients and physicians regarding the goals of weight reduction regimens. The public is exposed to the growing activity of the`weight loss business' which promotes weight loss regimens which are frequently ineffective and potentially hazardous to health. While many people are enthusiastic about`slimming miracles' which are supposed to achieve weight loss without any individual involvement, health professionals have largely been ineffectual in explaining the lack of ef®cacy of such regimens and dietary aids distributed by commercial organisations promoted through large advertising campaigns.
The problem of obesity in the Czech Republic
The Czech Republic, like other Central European countries, is characterised by a high prevalence of obesity. 7 At the end of the 1980s the prevalence of obesity in the Czech Republic exceeded 16% in men and 20% in women. 8 According to recent studies, the prevalence of obesity in middle-aged women has reached almost 40%. 9 A decrease in both energy intake (by more than 500 kJ) and fat consumption (by 12.4 g) in the period of socio-economic transition resulted in a decrease in cardiovascular morbidity and mortality in the Czech Republic. However, the recently observed improvements in several risk factors, such as blood pressure and serum lipids, have not been associated with similar positive changes in average body mass index and the number of registered diabetics has signi®cantly increased since 1994.
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The multilevel obesity management network
In response to the increasing prevalence of obesity, the Czech Society for the Study of Obesity (CSSO) has introduced a comprehensive obesity management programme. We are aware that the population of overweight and obese people is now so large that the current healthcare resources cannot provide treatment to all. In the healthcare services, we focus on the management of severely obese patients who are at higher risk of health complications and increased mortality. 11 Meanwhile, weight reduction groups mainly aim to achieve weight management in overweight subjects. These groups thus play a role in the prevention of clinical obesity. All these services form part of the multilevel obesity management network ( Figure 1 ) which includes: obesity management centres attached to major university hospitals; obesity outpatient clinics led by obesity specialists; related specialists such as endocrinologists, psychiatrists, cardiologists, surgeons etc; primary care physicians; weight reduction groups.
Obesity specialists should play an essential role in the implementation of nationwide obesity management programmes. Establishing a category of obesity specialists has also been proposed by the North American Association for the Study of Obesity.
12 According to this proposal, obesity specialists can develop comprehensive management programmes to which patients with obesity can be referred. Obesity specialists should provide leadership and guidance for other physicians involved in obesity management.
Obesity treatments include low-fat diets, physical exercise, behavioural modi®cation, drug therapy and bariatric surgery. Different schemes for matching the levels of obesity with appropriate treatment approaches have been proposed before. 13 In our model of the multilevel management network, obesity management can be individually tailored according to Management of the obese patient V Hainer S15 the age of the patient, the degree of obesity, the body fat distribution, the phase of obesity and the presence of comorbidities.
Training obesity specialists
The starting point for the obesity management programme was the training of obesity specialists. Three years ago we set up a 1-year postgraduate course for internists interested in the area of obese patients. The course includes lectures (40 h), clinical practice (2 weeks), clinical seminars (once a month) and a ®nal interview and examination. About twenty lecturers are participating in the initial course which covers the broad multidisciplinary ®eld of obesity including nutrition, metabolism, endocrinology, genetics, epidemiology, exercise physiology, psychiatry, behavioural medicine, bariatric surgery, cardiology, orthopaedics and food technology. The clinical practice sessions focus on: the role of a comprehensive medical history and speci®c features of physical examination in assessment of obesity; assessment of psychological screening questionnaires (for example, Beck's Depression Inventory, 14 Eating Inventory, 15 Bulimic Investigatory Test
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); computer assessment of 1-week dietary records and evaluation of physical activity level.
Essential skills in anthropometrics and body composition analysis also need to be acquired as well as a knowledge of the necessary laboratory investigations. Obesity specialists should be well acquainted with how to conduct both indirect calorimetry and ®tness testing. Regular participation at the clinical conferences organised by the obesity management centre once a month is an integral part of the postgraduate education of obesity specialists. This should provide a basis for future`shared care' of the obese patient. The obesity specialist training course has been approved by the health authorities as an integral part of postgraduate education in medicine.
The role of the obesity specialist
The obesity specialist takes care of severely obese patients (body mass index (BMI) b 35 kgam 2 ) and those with increased health risk ( Table 1) . Holistic and sophisticated approaches to diagnosis and treatment of both obesity and comorbidities are essential to the management of such patients. The obesity specialist is responsible for long-term treatment with weight management drugs and for the appropriate administration of very low calorie diets as a sole source of nutrition. In collaboration with the team of regional obesity management centres, they should be involved in the referral of severely obese patients for bariatric surgery. They form a link between the obesity management centre, other specialists, primary care physicians and weight reduction groups. In addition, one of the essential roles of the obesity specialist is to spread knowledge of obesity among healthcare providers in his or her district. This should result in the increasing involvement of primary care physicians in the shared care of obese patients. Although an obesity specialist should be mainly responsible for obesity management, their future role in obesity prevention strategies at the Table 2 ). This is not optimum but a realistic and affordable goal, which could be achieved by the next millennium.
The role of obesity management centres
The obesity management centres (obesity units) are attached to ®ve major university hospitals with traditional experience in the care of obese patients. Each centre covers an average population of two million inhabitants. The team at each centre consists of obesity specialists, a psychologist, an exercise physiologist, dietitians and specialised nurses. Their main task is to provide sophisticated therapeutic procedures in complicated cases of obesity. Such an approach needs to set up a multidisciplinary obesity management team represented by different specialists. Centres include ward facilities devoted to the treatment of severely obese patients or obese individual with serious health risks, for example patients preparing to undergo heart or orthopaedic surgery when rapid weight loss is required. Regular clinical conferences are organised where interesting case reports are presented and patients indicated for bariatric surgery are discussed. Collaboration with clinics specialising in bariatric surgery is required not only before surgery but also during the long-term follow-up. Since the obesity management centres are associated with specialised university hospitals, they are in a unique position to develop a link between obesity research and clinical practice. The CSSO has succeeded in achieving of®cial recognition of the obesity management centres by health authorities as leading centres for the provision of comprehensive obesity management.
Current role of primary care physicians
The current role of primary care physicians in the management of obese patients has been in¯uenced by a low level of training in nutrition, exercise physiology, endocrinology and behavioural medicine. The primary care physician is not used to dealing with the problems occurring in severely obese patients and is unfamiliar with even simple diagnostic and treatment procedures employed in obesity management. In the Czech Republic, the lack of ®nancial resources for the time-intensive care of obese patients represents a substantial barrier to the participation of the primary care physician in obesity management. However, the high prevalence of obesity means that at least some basic involvement of the primary care physician in the care of obese patients is needed. The primary care physician should (a) monitor weight and essential risk factors, (b) provide healthy lifestyle advice through printed material, (c) inform the obese patient about realistic goals to be achieved from weight reduction regimens and the corresponding health bene®ts of moderate weight loss 17 and (d) know where to refer overweight and obese patients.
In the Czech Republic we do not see it as realistic in the near future to involve primary care physicians in specialised nutritional-obesity clinics, as suggested by Honig in the United States. 5 However, an integrated shared care approach between the general practitioner and a hospital-based service has been shown to produce a better outcome. 18 Obesity management programmes involving drug treatment and run by primary care physicians have been set up in several European countries but their long-term effectiveness has not yet been evaluated.
Weight reduction groups
The CSSO initiated collaboration with the most popular weight reduction group`Stop Obesity' several years ago. The CSSO participates in the training of group counsellors who are mainly recruited from psychologists, physicians and nurses. Weight management in weight reduction clubs is conducted in overweight or moderately obese individuals without serious health risks. An initial 3-month course with weekly sessions focuses on group cognitive behavioural therapy combined with regular exercise. Medical examination of the participants before joining the group is required to assess their ability to perform physical exercise. experience as well as the system of obesity management which has been introduced in the Czech Republic.
Educational approaches to improving obesity management
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These practical guidelines suggest appropriate diagnostic and treatment strategies for the various levels of obesity in the relevant settings. Obesity management centres should participate in continuous revision of the guidelines in order to re¯ect the current understanding of obesity. The CSSO initiated the education of obesity specialists as well as training of counsellors for weight reduction groups at the National Obesity Management Centre. In future, more involvement of obesity management centres is expected not only in postgraduate education but also in undergraduate training in obesity management at the medical schools. In order to facilitate knowledge of obesity, a handbook on obesity has been published for physicians. 22 Another handbook has been produced for nurses and counsellors of weight reduction groups. 23 Future educational approaches to improving obesity management should include (a) the introduction of education opportunities in dietetics at the university level, (b) courses on obesity management for primary care physicians and (c) training in obesity management for nurses, dietary nurses and physiotherapists.
Future tasks for the CSSO
In order to ensure further implementation of the obesity management system the CSSO aims to: create awareness of obesity-related issues at legislative and ministerial level; ®nd appropriate ®nancial resources for further development of the programme; prepare appropriate conditions for increasing involvement of primary care physicians in the process of obesity management; evluate the bene®ts of long-term therapeutic strategies for weight loss and maintenance in terms of health risks, quality of life and cost-effectiveness.
Audience questions and answers following Professor Hainer's presentation
Q1. Does such a system, as described, exist in your country? Ro Èssner :`Reduce comorbidities' tops the list, with Health providers' time' at the bottom. There are some differences.`Bridging the gap' seems to be more of a hope for those who are hospital based. Vojte Ïch, what's your comment on this?
Hainer : I think it is in agreement with our trials to reduce comorbidities, that's the main task of the programme. Ro Èssner :`Quality of life' is at the bottom of the results. Is that depressing that it is so little of a priority?
Hainer : I think it's not assessed enough by physicians. They don't evaluate quality of life before and after treatment. We must focus more on these measures. We need more specialised questionnaires to aid this evaluation.
Q3. Would you be interested in setting up such a system if advice and information were available? Ro Èssner :`Less than 20%' is the majority answer. The hospital based participants seem more pessimistic.
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